Medical microbiology, infectious diseases, and the public health: a trio in search of harmony
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There is no doubt that infection is still a major part of medical practice. It was never perceived to be otherwise outside the "developed" world of Europe and North America, and after a period of culpable complacency the medical profession and public alike now realise that infections are still, and will, remain high on the medical agenda. Far from going away, problems of infection are increasing, albeit often of a different nature.
Various branches within the medical and allied professions are concerned with infection. The three main groups of doctors whose primary role concerns infections are medical microbiologists and virologists, infectious diseases physicians, and public health medicine doctors, exemplified specifically now by the consultants for communicable disease control (CCDC). Over many years the three branches developed independently in terms of professional affilitation and training. They must now face the problem of co-ordinating and integrating their activities to provide the services necessary for the investigation, treatment, and prevention of infection.
In the 1960s and early 1970s there was a serious decline in interest in infection that affected all three branches: "antibiotics had controlled bacterial infection" and "vaccines were eliminating epidemic infectious diseases. eases physicians are concentrated in specialist, often regional, units, but because most such advice arises from the microbiologist recognising clinical problems by monitoring the results in the laboratory and from regular ward visits and attendance at ward rounds on key clinical units. Only a minority of such items of advice are initiated by a specific request from a clinician; the reverse is often true of requests for consultation and advice from infectious diseases physicians. Where microbiologists and infectious diseases physicians are closely linked and operate as an integrated team, the "unsolicited" advice element tends to be more evenly split between them.
Clinical care In regional centres specialist inpatient and outpatient care is provided by infectious diseases physicians, elsewhere by other physicians, often with a particular interest and expertise in some aspect of infection.
Microbiologists rarely have direct clinical responsibility for inpatients, but in some places they contribute to specific outpatient clinics, such as sexually transmitted diseases and urinary tract infection.
Hospital infection control is usually the responsibility of a consultant microbiologist who is also infection control doctor and is contracted to commit, on average, two to three sessions a week to these activities.7 In a few hospitals this role is taken by an infectious diseases physician. The CCDC has a co-ordinating role when hospital infection problems impinge on the community or in the production of more general district-wide policies involving more than one unit.
Antibiotic and other policies in relation to infection are generally initiated and co-ordinated by the consultant microbiologists because of their pivotal role in monitoring patterns of sensitivity through laboratory testing and providing advice on antibiotic treatment. In hospitals or districts with an infectious diseases unit, such policies are generally the result of collaboration between microbiologists and infectious diseases physicians. However, to be effective, the infection specialists must involve their other clinical colleagues to achieve a consensus based on scientific evidence-imposition by dictat has little chance of success.
Community preventive measures and co-ordination are the specific responsibility of the CCDC, with the support and co-operation of the medical microbiologist and infectious diseases physicians. Such 
